November 1931.-Profuse slumber-sweats over thorax; tingling of fingers of right hand; difficulty in walking. Within a fortnight sensory loss to light touch and pain, extending to right elbow and left wrist, right calf and left ankle. Loss of vibration sense in both legs. Astereognosis, incoordination of arms and legs; (?) extensor plantar reflex on right, flexor on left. Marked Rombergism and complete inability to walk. Treated for two months with raw liver without effect.
February 1932.-Treated with 150 gr. Blaud's pill daily. In four weeks practically all symptoms-except slumber-sweats and anasthesia of terminal phalangesdisappeared. When, however, the liver was reduced to i lb. twice a week, R.B.C. count fell to 3,400,000; hb. to 68%. Full The liver was as ineffective to control the development and progress of the subacute combined degeneration of the cord, as was the iron to check the course of the pernicious anaemia.
The case is shown to support Sargant's thesis that the treatment of pernicious antemia complicated by subacute combined degeneration requires iron to obviate the nervous symptoms, and liver or gastric tissue to keep the blood-count at its proper level. This patient was tried by liver alone, and by iron alone, and in both instances either one or the other of the diseases returned. Since she has been kept on both she has remained in perfect health. The diagnosis was confirmed by Dr. Gordon Holmes three years ago. The case was complicated by a very severe bed-sore, but she was now getting about again.
Dr. GORDON HOLMES said that when he first saw this patient she was confined to bed, and was able to take only two or three steps with support. Her hands were very numb and awkward in movement. She had had liver treatment but had not responded by any improvement in her nervous symptoms. After iron treatment was instituted the amount of recovery which members had seen took place. She had all the characteristic signs of very severe combined degeneration of the cord; there could be no doubt of this diagnosis. There was no suspicion of a psychogenic element in the case. The PRESIDENT said that such a case as this was important therapeutically, as most neurologists had been critical of the treatment of subacute combined degeneration, and had been dissatisfied with the use of either liver alone, or other substances alone. The combined method apparently produced impressive results. The contrast between the original and the present conditions in this case was surprising. Family history.-Father and mother alive and well. Collaterals healthy. Three sons in family: (1) L. H., aged 15, now well, but in July 1933, while working for an examination, had developed involuntary movements down the right side of the body. These rapidly grew worse; arm and leg were weak. The condition was considered to be chorea and after three weeks in bed the boy recovered. On examiDation now, he appears to be normal except for diminution of the abdominal reflexes and accentuation of the knee-jerks on the right side. (2) R. H., aged 13, quite healthy.
(3) J. H., the patient.
Past history.-Wbooping-cough at age of 4 years; measles at age of 6. No other illnesses. Has always been a quick, vivacious child, but in spite of his intelligence has never had a retentive memory.
History of present illness.-August 1932. When aged 10, developed within a few days, weakness of the left arm. The left leg dragged and the left corner of the mouth drooped. There were no other symptoms. He was in hospital for nine weeks.
